This study of 270 poor and frail elders in a Medicaid waiver program examined the service package, that is, the type of service (health or social), volume, and the mix or combinations of services provided. Predictors of use and volume of service differed depending on type of service. The most frequently prescribed service combinations were: (a) nursing, home health, and homemaker; (b) homemaker only; (c) nursing and home health; (d) nursing and homemaker; and (e) nurse only. Across the service combinations, living alone increased the odds of receiving social services such as a homemaker, whereas declining primary ADL function increased the odds of receiving health services such as a home health aide.
have limited information on the factors that predict variations in the mix and the volume of home care services. Information on the composition of home care is important not only to better understand how services are used but also to improve the accuracy of estimating and planning for the provision of home care to frail elderly people.
The objective of this study is to extend the current literature on the use of home care by providing a fuller and more precise understanding of the complexity of the home care package prescribed to older people in a community-based long-term care program. Extant knowledge about the use of home care is limited by two factors: (a) the aggregation of all home care services, which serves to obscure variations in the use of different types of services; and (b) the reliance on self-reported data, which are inherently limited in their ability to provide an in-depth picture of the variations in service use. One prior study (Bass, Looman, & Ehrlich, 1992 ) that addresses these issues used agency-based data to examine the volume of services used by older clients who were classified into two groups: health care versus social service users. Both groups actually used the same group of services, but the key distinguishing feature was whether the clients had a nurse or a social worker for a case manager. Although Bass et al. provided a more detailed picture of the use of home care than previously reported in the literature, they combined all services, health and social, to measure the volume of services and to categorize the service users.
For types and volume of services used, most existing studies have either defined use of home care as Vol. 37, No. 2,1997the use of individual services, examining the incidence of use of each service separately (Stone, 1986) , or they have defined home care utilization as the use of one or more of several health and social services, simply computing the number of services used (McAuley & Arling, 1984) . These approaches have offered limited information on the nature of home care provided to frail older people and have left unanswered the question of whether there are differences in who is likely to receive a particular type of service. Similarly, volume of service usually is defined as the number of service hours with the volume of different types of services simply added together (Bass et al., 1992; Bass & Noelker, 1987) . Thus, it is not known whether service volume varies by the type of service provided. Benjamin's review (1992) of the research on home and community-based services noted the following gap in the literature:
The interaction of medical and functional need makes it necessary to cluster various homebased services to capture the complexity of the home care episode (p. 25)
With a few exceptions most studies fail to adequately describe the nature of services being delivered and the variations in these services across the study population. The heterogeneity of services is well known and is a result of the complexity of the needs of frail older persons (p. 35).
Whereas some researchers report that like all health care use, home care use is stochastic and defies explanation by health services researchers (see Weissert, 1991) , the care planning literature offers some insight into the prescription of home care services in community-based long-term care programs. Moscovice, Davidson, and McCaffrey (1988) found that case managers allocated services primarily based on client need. The amount of informal care provided to clients did not significantly affect case managers' decisions. Using a vignette-based approach, Hennessy (1993) found that the organizational environment (e.g., availability of particular resources) and characteristics of the case managers influenced decisions about a client's risk of institutionalization and choice of care plan. These care plans referred to the intensity of organizational response to the client's condition and did not specifically examine the mix of services that would be ordered for the client. Similarly, Abrahams, Capitman, Leutz, and Macko (1989) found variations in the mix of home care services prescribed in Social HMOs to seven prototypical case vignettes. However, they did not examine the sources of variation found in the mix of services prescribed.
Researchers have argued that the aggregation of community-based services assumes that all of these services have the same predictors, a questionable assumption given the diversity of available community-based care (Bass et al., 1992; Kane, 1988) . Other studies have demonstrated that disaggregating services and examining them individually reveals differences in the patterns of service use that are not apparent when different types of services are combined (Diwan & Coulton, 1994) . It is evident that frail older people use home care services in different combinations and amounts. It is these facets of the use of home care services that are the focus of this article.
With few exceptions, most studies of home care are based on data from the general population of elders where the very frail constitute a small proportion of the sample. Further, most of the data on home care use are based on self-reports from users, and consequently, because of the inherent difficulty in recalling the details of such use, information on the volume of services used by older people is limited. Thus, in order to more accurately measure the use of services, researchers have discussed and demonstrated the value of using an agency's information system as a tool for long-term care research (see Applebaum & Phillips, 1990; Bass et al., 1992) . Accordingly, this study used data collected by agencies who provide and coordinate services for the Community Care Services Program (CCSP), which is funded by the Medicaid waiver in Georgia. To improve upon the existing literature, this study examined the predictors of the type (health as compared with social services), volume, and mix of health and social services prescribed to frail older people. Thus, the study addressed the following questions: Describing the mix of services provided to frail older people will enable us to develop profiles of home care users and classify them according to their needs, resources, and services used. These profiles can provide a better understanding of the continuum of care and enable more effective planning for service provision at the local level.
Usually, the composition or mix of home care provided to elders (except for private pay services) is determined by the eligibility guidelines imposed by the funding source. Thus, Medicare will reimburse skilled nursing care, home health aides, medical social services, and physical, occupational, and speech therapy, whereas Older Americans Act (OAA)/Title 111 funds pay for homemaker services and meals (see Gelfand, 1988) . On the other hand, the Medicaid waiver programs reimburse a wide range of both skilled and low-tech services such as case management, homemaker services, home health aides, nursing care, adult day care, alternative living services such as board and care homes, and respite services to elders who are assessed to be at some risk for institutional placement. States are given some flexibility in determining the mix of services that are offered to different target groups, but most states provide a common core of services such as nursing care, home health aide assistance, and homemaker services. Based on data provided by 42 states, Laudicina and Burwell (1988) found that, in general, clients in the Medicaid waiver programs tended to be very frail and more similar to older persons in nursing homes than to older people with impairments living in the community. Thus, these programs have become an important link in the continuum of care and offer an opportunity to examine the types and volume of a variety of service packages provided by Medicaid to frail older people.
The Medicaid Waiver Program in Georgia
The Community Care Services Program (CCSP) was established in Georgia in 1983 to offer a full range of home and community-based services as a deterrent to unnecessary institutionalization. CCSP services are reimbursed under the Georgia Medicaid program and through the federal Medicaid waiver for home and community-based services. Home care services provided to CCSP clients are supplemented by services provided under Medicare, OAA/Title III funds, and the Social Services Block Grant (SSBG). People who are not eligible for Supplemental Security Income (SSI) are required to "share" the cost of services based on a sliding scale. Thus, in 1991 the eligibility criteria for cost sharing was a monthly income of $407 or more for an individual, and $610 or more for a couple. Services provided under all funding sources are reflected in the care plan. CCSP services include: (a) home-delivered health services, which consists of skilled nursing care, physical, speech, and occupational therapy, home health or personal care aide assistance, and medical social services; (b) homemaker services to provide assistance with meal preparation, light housekeeping, shopping, and other support services; (c) emergency response service, which is an in-home electronic support system providing two-way communication between isolated persons and a medical control center; (d) respite care, which can be provided in the home by an aide, or provided out of the home in an approved facility either overnight or up to five hours per day; (e) adult day rehabilitation, which provides day time care and supervision in an adult day center; also provided in this service category are nursing and medical social services, planned therapeutic activities, physical, speech, and occupational therapy, and meals for prescribed diets; and (f) alternative living services such as personal care homes that provide meals, personal care, and supervision.
To be eligible to participate in CCSP, a person must: (a) be certified eligible for intermediate or skilled nursing home care by a physician; (b) have health or personal needs that can be adequately met in the community within established cost limits; and (c) be an eligible Medicaid recipient. Participation in CCSP is voluntary. Each county has an assigned assessment team comprised of a registered nurse and a caseworker (usually with a social services background) who assess each case and prescribe the necessary services in a comprehensive care plan. The client is interviewed by one member of the assessment team while the second member reviews the assessment and care plan completed by the primary assessor. The purpose of the review is to ensure some consistency in assessment and care planning. The care plan is then implemented by a case manager employed by a county-based senior services agency who arranges for the delivery of the prescribed services through a variety of sources (Georgia Department of Human Resources, 1992) . CCSP relies on nursing (RN) supervision to monitor the general health of program participants. Thus, recipients of home health aide (HHA), personal care aide (PCA), or homemaker (HMA) services are typically monitored by a nurse once or twice a month. However, when an RN visit is included in the care plan it indicates a need for clinical supervision of the client's status, including medication monitoring, skin integrity monitoring, nutritional status, and compliance with other medical treatments. If an RN is only needed for supervision of the HHA or HMA, then the RN is not prescribed in the client's care plan. However, these RN clinical supervision visits that monitor the client's medical condition could simultaneously provide supervision of the home health or personal care or homemaker aide.
Predictors of the Use of Home Care Services
The literature points to a number of variables that are useful in understanding the use of home care. Client demographics such as gender, race, and age have been found to influence the use of health and social services (see Benjamin, 1992) . Household composition influences the use of both informal and formal long-term care services. Older people living alone are more likely to be functionally independent, whereas those living with children but without spouses are more likely to be functionally dependent (Zyzanski, Medalie, Ford, & Grava-Gubins, 1989) . A larger proportion of elderly persons living alone received home delivered meals and homemaker services as compared with those living with others (Stone, 1986) . Informal assistance beyond that available through sharing joint households also influences the type and amount of formal services needed.
The ability to perform the activities of daily living (ADLs) has consistently been found to be an important predictor of service utilization in almost all studies on home care (see Benjamin, 1992) . ADLs typically refer to an individual's ability to independently perform the tasks of eating, bathing, dressing, grooming, transferring oneself from a bed or chair, shopping, getting out of the home, doing housework, laundry, and meal preparation. The inability to perform ADLs has been linked to deteriorating health status. However, poor health by itself may not require care from others as individuals may be quite functional despite the presence of disease or illness conditions.
Health insurance, availability of formal services, and informal assistance with ADLs can also be expected to influence the receipt of formal assistance for ADL limitations (Bass & Noelker, 1987) . Because this study is based on Medicaid waiver recipients, health insurance and availability of services (i.e., the service environment) were held constant as the same services were available to both groups. Finally, the organizational environment, that is, program characteristics, also influences the type and amount of services provided (Capitman, MacAdam, & Abrahams, 1991; Hennessy, 1993) .
Method
This study used data from the Medicaid waiver (CCSP) program in Georgia to examine and describe the patterns of service prescription to elders. Two large urban counties were selected that provided similar types of services under the waiver. Existing information collected by assessment teams in the process of assessing clients and planning for their care was analyzed.
Sample
Case records that met the following criteria were reviewed: active cases that had been opened between June 1,1989, and January 1,1993, for subjects aged 55 years and over (more than two thirds of the cases in both samples had been opened in 1992). The time frame was necessary to ensure an adequate sample size, and no changes had been made in the policies for service delivery or in the assessment forms in that period. A total of 270 cases were selected for the sample based on these criteria (124 in North and 146 in South county). The selected cases represented about 90% of the active cases in each agency during the data collection period, which was from mid-September 1992 to mid-January 1993. Those not meeting the criteria for inclusion in the study were for the most part younger people with disabilities. Both counties are within the metropolitan Atlanta region, and all geographic areas in each county were represented in the final sample. During the study period, each county had an assigned assessment team comprised of a registered nurse and a case worker. Either member of the team could be the primary assessor, with the second member reviewing the assessment and care plan recommended by the primary assessor in order to ensure some consistency in assessment and care planning. During this period there was one team assigned to cover North county where the team did not experience any turnover. South county was also assigned one assessment team, but there was one new caseworker in the early part of the study period.
Measures
Information on the variables used for this study was obtained from the initial assessment and the initial comprehensive care plan on each case record. This data had been recorded by the assessment teams who were all given the same training on using the assessment forms. However, no reliability tests had been conducted in the program to determine the level of consistency between the teams. This characteristic of the program indicates a need for some caution in interpreting the results of the study. Some degree of checks and balances were present, though, as each assessment and care plan made by the primary assessor was reviewed by the second member of the assessment team.
The variables obtained from the case record included age, race, gender, marital status, income, household composition, ability to perform ADLs; informal assistance (i.e., help provided by family and friends for ADLs); medical status (self-reported illnesses, conditions, or diseases); and the plan of care, which noted the type and amount of service to be provided. The measures used in the assessment forms are derived from widely used instruments such as the Older Americans Resources and Services, and whose reliability and validity in assessing different dimensions of functioning are well documented (Fillenbaum, 1988) .
Income was a continuous measure of the monthly income from all sources as reported by clients. Household composition was measured by a variable containing four mutually exclusive categories: (a) living alone; (b) living with spouse only; (c) living with child, grandchild, or son-or daughter-in-law only; (d) living with spouse or child and child's family, possibly including others. These categories were selected based on their relationship with service use as reported previously and also to allow adequate numbers of cases for each category. The receipt of informal assistance was assessed by two dichotomous variables: INFPADL, which indicated whether or not an individual received informal assistance for any of the five primary ADLs -eating, bathing, dressing, grooming, and mobility (i.e., getting in and out of a bed or chair); and INFIADL, which indicated whether or not an individual received informal assistance for any of the five instrumental ADLs -housework, shopping, meal preparation, laundry, and getting out of the home.
Functional status was measured by two scales: (a) PADL (primary ADL), which assessed the ability to independently accomplish eating, bathing, dressing, grooming, and mobility; and (b) IADL (instrumental ADL), which assessed the ability to perform independently the tasks of shopping, getting out of the home, doing housework, laundry, and meal preparation. The particular ADL variables were selected because it is these activities that are performed by a home health or personal care aide or a homemaker when formal assistance is needed. The individual's ability to perform the PADLs and lADLs were rated as independent (1), needs assistance (2), or totally dependent (3). The level of limitation was assessed by 2 scales with a range of possible scores of 5 to 15 for PADLs and lADLs. The higher scores on both scales indicate greater dependence.
Medical condition was measured by a variable ILL that indicated the number of disease or illness conditions suffered by an individual. The 10 common con-ditions included were hypertension, stroke, heart problems, arthritis, diabetes, gastrointestinal problems, kidney problems, paralysis, respiratory ailments, and skeletal trauma. The score on this scale ranged from 0 to 9, with the average number being 4 diseases or illness conditions for an individual. The presence of Alzheimer's disease was used as an indicator of cognitive impairment.
Because each county had its own assessment team that prescribed services to the CCSP clients, a dummy variable for county of residence was included to account for variations attributable to the different teams.
The dependent variables, that is, the prescription of a service, the volume of services, and the mix of services were all obtained from the care plan document, which listed the services prescribed along with the number of visits associated with each service. The assessment team developed the care plan, which could be accepted or rejected by the client. If the care plan was accepted, it was then sent to the senior services agencies in the two counties, where the care plan was implemented by a case manager who arranged for the delivery of the prescribed services. The prescription of service was measured by dichotomous variables that assessed whether a particular service was ordered. The services included nursing care, home health aide, personal care aide, homemaker, adult day rehabilitation (ADR), alternative living services (ALS, primarily group or board and care homes), respite, occupational and physical therapy, and meals. Volume was measured by the number of times a service was prescribed in a one-month period. For RN visits, the range was 1 to 20 visits per month, with almost 50% of the sample getting one RN visit a month. The range for HHA/PCA visits was 1 to 28, and the modal category was 12 visits per month (i.e., 3 times a week). For HMA visits, the range was 1 to 20, with the modal number being 8 visits per month (i.e., 2 times a week). The mix of services was examined by creating service packages that reflected the combinations of services actually prescribed by the assessment teams.
Data Analysis
Separate logistic regressions were used to examine possible predictors of receiving each of the three health or social services -nursing, home health or personal care, and homemaker. Ordinary least squares regression was used to analyze the predictors of the volume of services prescribed. Based on the review of existing research the variables included in the analyses were age, race, gender, household composition, income, the receipt of informal help for PADLand IADL limitations, PADLand IADL status, number of disease or illness conditions, and cognitive impairment. To account for program variations, the county of residence was included in the analyses. To examine whether the receipt of one service influenced the receipt of other services, we included the receipt of other services in the logistic regression analyses.
Predictors of service packages were analyzed using a multinomial logistic regression model accomplished through PROC CATMOD in SAS (SAS Institute, 1989 ). In the analysis on the predictors of service packages, PADL was recoded to form a three-level ordinal variable to indicate high, medium, and low deficit in PADL function. This approach was necessary because in the multinomial model a continuous variable with a number of unique values creates computational difficulties as the CATMOD procedure will attempt to calculate a separate equation for each score on the independent variable (SAS Institute, 1989) . To overcome this problem, the continuous variables were transformed into ordinal variables. Treating variables as ordinal rather than continuous may result in a loss of precision, but this approach was necessary for this particular analytic method.
Results

Sample Characteristics
Characteristics of the sample are presented in Table 1. Three fourths (77%) of the sample were women, and only about a quarter (27%) were married. Slightly more than a third of the subjects lived alone. Seventy-one percent of the subjects were white, and nearly all of the rest were black. The mean age of subjects was 75.5 years with a range of 55 to 99 years. The range of income was restricted ($79 a month to $1,591 a month), and 66% of the sample had a monthly income of $500 or less, reflecting the 
Note: PADL = primary activities of daily living. IADL = instrumental activities of daily living. stringent income requirements for Medicaid eligibility. The sample reflects (based on 1990 census data) the racial and gender composition of older people in the two counties.
The mean number of disease and illness conditions was four (SD = 1.8), with arthritis and high blood pressure being the most common conditions affecting this group. Because the CCSP caters to a population of elders with significant limitations in both instrumental and primary ADLs, it is not surprising that the mean level of PADL limitation was 10 (possible range = 5 to 15), and the mean level of IADL limitation was 13.3 (possible range = 5 to 15). CCSP clients get a fair amount of assistance from informal sources such as family and friends. Most of the informal assistance is provided for the instrumental ADLs of shopping, cooking, housework, and laundry. Fewer than a fourth of the subjects reported receiving informal help with primary ADLs. With regard to the frequency or amount of informal assistance, the majority (about 80%) who get such help report receiving it on a daily or "as needed" basis. The association between living arrangements and the receipt of informal assistance was determined by chisquare tests (data not presented), which indicated that, for those who needed assistance, there were no significant differences in the receipt of informal assistance by living arrangements. There were significant differences, however, in the need for ADL assistance where living alone was associated with lesser need. Figure 1 presents the various services prescribed to waiver clients. It should be noted that in the CCSP a PCA and a HHA perform very similar functions such as assisting clients with primary ADL activities. However, home health aides also perform certain higher 60% T skill tasks, such as application of dressings involving nonsterile techniques, assisting with colostomy and catheter care, and teaching family members how to care for the elder, which cannot be performed by a personal care aide. Thus, personal care aides are used when the assistance required is for relatively unskilled supportive and maintenance services. A home health aide is supervised by a registered nurse (RN) at least once every two weeks, whereas a personal care aide is provided RN supervision less frequently (Georgia Department of Medical Assistance, 1989) . There is a great deal of overlap between the functions of PCAs and HHAs. Because splitting the use of PCAs from HHAs would result in very small samples for each service, the two categories were collapsed into one.
Prescription of Home and Community-Based Services
The most commonly prescribed health and social services in this sample of CCSP clients were nursing (RN), home health aide and personal care aide (HHA and PCA), and homemaker (HMA). Seventy-six percent of CCSP clients were served by some combination of these three services. To keep the sample sizes and the number of combinations of services to a manageable level, only these three major services were included in the analyses of the predictors of individual service, volume of services, and service mix.
Predictors of Type of Service
The predictors of receiving RN, HHA, and HMA services were examined in separate logistic regression analyses. For HMA services, being older, living alone, and living only with one's spouse increased the likelihood of receiving a homemaker, whereas being cognitively impaired decreased the odds of getting an HMA.
For nursing services, higher income and receipt of informal IADL help decreased the odds of getting an RN, where greater number of disease or illness conditions, living in North county, receipt of informal 
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PADL help, and receipt of HHA services increased the odds of getting an RN. For HHA and PCA services, greater PADL limitation, receipt of informal IADL help, and receipt of RN increased the odds of getting an HHA or PCA, whereas living in North county decreased the odds of getting an HHA or PCA.
Separate analyses were done (results not shown) of the logistic regressions with and without the receipt of other services. HHA and RN services were found to be significantly associated with each other. Increased PADL deficit was predictive of HHA and RN services. Receipt of an HHA was also predictive of RN. However, PADL did not predict receipt of an RN when receipt of an HHA was in the model. Thus, the effect of PADL on RN services is mediated by the relationship of PADL to HHA.
Predictors of Volume of Services
The results of the multiple regression analyses examining the predictors of the volume of services are presented in Table 3 . The F value for the model predicting the number of homemaker visits was not significant and therefore is not presented in Table 3 , which shows the results for nursing and home health and personal care aide visits. Because this analysis referred only to that segment of the sample that received an RN or an HHA or PCA, the sample sizes available for examining the predictors of volume are much smaller, and therefore the limitations of the sample size must be considered when interpreting the findings as it is harder to detect significant variables in smaller samples. For volume of RN visits, the significant predictors were informal PADL help, which was inversely related with RN visits, and number of HMA visits, which were positively related with RN visits. Twentyfive percent of the variance in the volume of nursing visits was explained by the model.
For number of home health and personal care aide visits, the only significant predictors were increased PADL limitations and a greater number of illness or disease conditions, which were both positively related to the number of visits. Thirty-six percent of the variance in home health and personal care aide visits was accounted for by the model. Figure Other service combinations (data not shown) include the following: occupational or physical therapy is almost always accompanied by nursing services; meals usually are provided in conjunction with three or more services; and the majority of adult day rehabilitation (ADR) users and alternative living situation (ALS) users are not prescribed any other services in accordance with CCSP guidelines.
Service Packages
Predictors of Service Packages
Only the five most frequently used packages from Figure 2 were used in this analysis as the other two service combinations (HHA only and HHA + HMA) accounted for a very small percentage of users.
For the predictors of the service packages the dependent variable, Service, had five categories, each representing one of the five most commonly used service packages: (a) All 3 services (RN, HHA, HMA); (b) homemaker only (HMA); (c) nurse and home health aide (RN + HHA); (d) nurse and homemaker (RN + HMA); and (e) nurse only (RN). In the multinomial logit model for a five-category dependent variable, only four independent odds can be calculated with the fifth category serving as the reference category (Demaris, 1992) . Thus, in this model, nurse only (RN) served as the reference category. To assess whether the size of the reference category influenced the outcome, a separate analysis (data not presented here) using RN + HMA as the reference category was done. This analysis yielded the same conclusions, indicating the relatively robust nature of the findings. The predictors used to test the logit model were: sex, race, age, household composition, income, informal IADL and PADL assistance, county of residence, PADL and IADL functioning, cognitive impairment, and number of disease or illness conditions.
The only variables that emerged as significant were gender and household composition, county of residence, and PADL limitations. Only the significant predictors were included in the final, most parsimonious, model for which the likelihood-ratio goodness-of-fit test was nonsignificant [x 2 = 112.74 (112, N = 182) p = .4625], indicating that the model fit the data. The results are presented in Table 4 .
Panel A of Table 4 presents the global tests for the effects of the predictors on the dependent variable (Service), whereas Panel B presents the individual effects of each predictor on the log odds of using each of the four service packages listed earlier. Thus, a predictor may be found to be globally significant, but its effect may be important in only one of the logit equations (Demaris, 1992) .
Higher PADL functioning (i.e., low deficit) is associated with a lower likelihood of receiving services that include a home health aide (i.e, RN + HHA + HMA; and RN + HHA). Living alone was associated with a significantly greater likelihood of receiving one of three packages: all 3 services, RN + HMA, and HMA only. For the RN + HMA combination, being a man, living alone, or living with one's spouse increased the odds of receiving this combination. Finally, the effect of being in South County is associated with an increased likelihood of receiving three packages, RN + HHA + HMA, RN + HHA, and HMA only. Table 5 presents a descriptive picture of the service combinations and the characteristics of the recipients of these services. The modal categories for household composition and number of visits are underlined to provide an overview of the principal characteristics associated with each service package. Those who receive RN + HHA tend to live with children or with others, have the most PADL and IADL impairments, use a home health aide several times a week, and get a nursing visit one to two times a month (48%) or one to two times a week (42%). Those who receive all three services (RN + HHA + HMA) also appear to be fairly impaired in PADLs as well as lADLs. A large number in this group live alone. This group uses services quite intensively as seen by the greater frequency of visits for all services. The group receiving homemaker (HMA) only, as well as the group receiving nursing and homemaker (RN + HMA) also tend to live alone, have fewer PADL impairments, and the majority get a homemaker several times a week, with a nurse about one to two times a month (69%). The group that gets RN only does not appear to have any distinctive trends in household composition, and generally receives an RN visit once a month (68%).
Volume of Service Use For Each Package
From Tables 4 and 5 we see that CCSP clients are provided a variety of service packages that are related to different client and program characteristics. It should be noted that Table 4 shows the variables that predict membership in the service packages, whereas Table 5 presents a description of the volume of services for each service in a given package. Given the limitations imposed by the availability of the small samples in each package, an analysis of the volume of services within each package was not feasible in this study. This, however, remains an area for further research.
Discussion
In this article we have argued for the need to understand the predictors of the home care package provided to poor and frail older people in a community care program. Three aspects of the home care package were the subject of investigation: (a) the type of services (health or social), (b) the volume of services, and (c) the mix of services (i.e., particular combinations of health and social services).
Because this study sampled Medicaid waiver clients in a given area, the findings may not reflect the patterns of service use in other community-based home care programs. Hence, we urge caution in generalizing from the findings, which need to be replicated on a larger scale and in different service environments. However, the CCSP is similar to other waiver programs in that the three major services discussed in this study (i.e., nursing, home health aide, and homemaker services) are provided by all Figure 2) because of missing data. PADL = primary activities of daily living. "Living with others -reference category. b PADL1: 3-level ordinal variable (low, medium, high deficit).
*p<.05; **p< .01. Alone -10% Spouse -32% Children -2 1 % Others -37% RN Visit 1-2 x mo -48% 1_2 x wk -42% 3_5 x wk -5% As needed -5% 1_2 x mo -23% 1 x wk -33% 2-3 x wk -32% As needed -12% n/a 1-2 x mo -69% 1_2 x wk -19% 3 x wk -6% As needed -6% 1 x mo -68% 2 x mo -1 1 % 1 x wk -16% As needed -5% Medicaid waiver programs (Laudicina & Burwell, 1988) . Thus, the findings of this study may be useful in understanding service provision in other similar Medicaid waiver programs. Among this group of older people participating in CCSP there are considerable variations in the types, volume, and combinations of services provided. We discuss each group of findings separately and consider their implications for policy and further research.
Predictors of Individual Services
The study demonstrates the value of disaggregating home care services to better understand the predictors of health as compared with social services. Among this group of home care users, different variables influenced the likelihood of receiving a particular service. Thus, cognitive impairment had no impact on the receipt of health services such as nursing and home health aide, but was associated with a lower likelihood of using supportive social services such as homemaker aide. Household composition has a significant impact on the receipt of supportive services such as a homemaker, but not on the receipt of health-related services such as nursing and home health or personal care aide. Older people with higher PADL deficits had a higher likelihood of receiving a home health aide regardless of their living arrangements. Thus, although families may be able to help their older relative with many lADLs, this may not be the case for assistance with PADLs.
HHA and RN services were found to be highly associated with each other, and the impact of PADL deficit on receiving an RN was mediated by the relationship of PADL to receiving an HHA. Thus, care planners are more likely to prescribe HHA services to persons with higher PADL deficits. When they prescribe HHA services, they are also more likely to prescribe RN services. A possible explanation for this may be that at higher levels of PADL deficit, care planners may perceive the standard level of RN supervision of an HHA to be inadequate and specifically order additional RN services. Given the differences in reimbursement for the two services (RN being more expensive), providers may prefer this arrangement as they can get reimbursement when RN is ordered rather than when RN is only supervisory. Another possibility is that persons with high PADL deficits needing HHA services may be a subgroup of acute care users for which the HHA and RN services are now reimbursed by Medicare. Because Medicare reimbursements typically exceed those by Medicaid there may be a greater incentive to order RN services in this situation.
The findings also demonstrate the need to take into account program guidelines when examining the predictors of service use. The relationship between income and use of RN services may be explained by the cost sharing guidelines in the program that influence the use of services. Participants who are not eligible for SSI are required to share the cost of services based on a sliding scale. According to program staff, these participants are more likely to reject expensive services such as nursing (a probable explanation for the inverse relationship between income and the odds of getting an RN). Care planners may be less likely to order RN services for those who are required to make co-payments on the assumption that this group will be less interested in this type of service. Alternatively, such participants may end up with a lower volume of services (which may account for the monthly RN visits). However, participation in the Medicaid waiver program makes clients eligible for broad Medicaid benefits such as payment for medication, transportation, and Medicare copayment for hospitalization and physician services. Therefore, one area for further investigation is whether the need for other Medicaid benefits, particularly payment of expensive medications, serves as a motivating factor for participation in CCSP, thereby influencing the mix and intensity of services used. Hence, the impact of the service environment (through program guidelines) will be an important contextual factor in predicting the mix and volume of home care use. Thus, we see that care plans in longterm care agencies are the result of a variety of factors that include client variables, program structure, and provider arrangements.
Predictors of Service Intensity
In terms of service volume or intensity, the most heavily used services are those of homemakers and home health and personal care aides. Although skilled nursing is prescribed to a large number of participants, it is most often used sparingly (i.e., low volume) for monitoring purposes. It is interesting to note that none of the variables in the study were useful in predicting the volume of homemaker services. Whereas client need variables such as PADL deficit and number of illnesses were positively associated with volume of HHA services, the volume of RN services was influenced by the amount of informal PADL assistance and number of HMA visits. Thus, RN visits appear to be influenced by factors other than direct client need. However, it is likely that the available measures of need are quite incomplete and imprecise and therefore not useful in predicting the intensity of services provided to clients. Therefore, it may be necessary to develop measures relevant to understanding the intensity of service provision needed by clients.
Predictors of the Mix of Services
To our knowledge, this is the only study that examines the predictors of the mix of home care services. The profiles of the most frequently prescribed service packages and the characteristics of the recipients provide a basis for understanding the heterogeneity among elders who use long-term care. Knowledge of the service packages needed by people in the waiver program improves our ability to predict the services that will be used most often. Because the cost of providing home care varies by the type and amount of care needed, an understanding of the factors that affect the receipt of the type and the volume of each service can also assist in decision making regarding allocation of services across client groups. Across the service combinations, it appears that living alone greatly increased the odds of receiving supportive social services such as a homemaker, whereas declining PADL function greatly increased the odds of receiving health services such as a home health or personal care aide. From the descriptive data on each package (Table 5) , we see that those who receive RN + HHA or RN + HHA + HMA have the most PADL and IADL impairments and tend to use services quite intensively. The RN + HHA group tend to live with children or with others, whereas the group receiving all three services tend to live alone. The group receiving homemaker (HMA) only, as well as the group receiving nursing and homemaker (RN + HMA) tend to live alone, have fewer PADL impairments, and the majority get a homemaker fairly intensively and a nurse less frequently. Thus, it appears that there are at least two different groups of service users in this program -those who may have more acute care needs and get services more intensively, and those who have more chronic care needs and get a moderate level of service.
The role of RN services in CCSP needs further clarification. Although it is categorized as a health service, the variables influencing the use and volume of RN were not only the health-related variables such as PADL deficit and number of illnesses, but also variables such as living arrangement, income, and county of residence (for volume of RN). Given that this is usually one of the most expensive services in long-term care programs, we need to develop a much clearer understanding of the use of RN services.
Program Variations in Service Prescription
Some of the variation in the use, volume, and mix of services was explained by program differences. What are the possible sources of variation in service prescription between the two counties? Some service provision decisions may be based on subjective factors rather than objective, measurable criteria. One possible source of such variation is that the assessment teams for both counties may have differing approaches regarding the potential benefits of various services, as well as different attitudes or beliefs regarding entitlement to available services. Differences in professional training have been found to be significant factors in resource allocation (see Hennessy, 1993 ). An examination of the different assessment teams who function as gatekeepers to the program is one area for future program evaluation. Standardization of procedures and training for assessment teams combined with regular feedback from utilization review can help in decreasing extraneous sources of variation in service prescription.
Another factor influencing variability in the care plan may result from some degree of imprecision in the guidelines for ordering a homemaker, home health aide, or personal care aide. The ordering of these services may be subject to the different interpretations by the assessor of what is an appropriate service given the client's need. Also, as mentioned earlier, there may be some unmeasured variability in the assessment process itself, given that we did not have data on the degree of consistency between assessment teams.
There may also be other unmeasured differences between the two programs that account for variations in service use. Although the goal of the community care program is the prevention of nursing home placement for clients assessed to be at risk, it is evident that there is a great degree of heterogeneity in client profiles and in services provided. Given these variations, the question of effective targeting, that is, reaching clients truly at risk of institutionalization (see Weissert & Cready, 1989 ) remains a crucial issue particularly in light of the long waiting list for the CCSP.
Use of Administrative Data
The study reiterates the usefulness of agencybased data in long-term care research in providing a richer understanding of the use of home care and practical information for program planners. For service agencies, the study demonstrates the value of including important assessment and service provision data in a computerized agency information system to enable staff to monitor and evaluate their own programs. Thus, program staff can better understand how resources are being utilized and can target different groups accordingly.
Conclusion
An important factor to note in this study is that much of the variance in the prescription of services remains unaccounted for. One reason may be that our assessment instruments are imperfect and are unable to finely capture all the information that care planners may utilize in decision making. Discussions with the program staff offered client preferences as a possible source of variation in service prescription. For example, occasionally an older client will refuse a home health or personal care aide because the client wants the family member (usually a daughter) rather than a stranger to attend to such "personal" needs. Such a client, however, may accept other services.
Studies on long-term care utilization have tended to assign clients a rather passive role in the prescription of home care services. That is, the clients bring their "characteristics" (demographics, ADL abilities, informal resources, etc.) to the assessment table, which are then acted upon by the care planner who assigns the needed services in keeping with program guidelines. What is missing from this picture is an understanding of what role the client actively plays in negotiating the final care plan. Thus, a study of the actual care planning process in CCSP may be warranted. Although client preference or attitudinal variables were not available in the current care plans, the potential for including such variables in the client's record does exist, which could provide much needed information on the role of the client in the decision-making process.
From the data on service packages and volume of services, we see that users of in-home care are a diverse group who need a variety of services of varying combinations and frequencies to help them stay in the community. Thus, flexibility in determining service packages will continue to remain an important feature of long-term care programs. One of the useful features of the case-managed waiver program appears to be the ability of the program to provide for services that would normally require eligibility to participate in programs funded by at least two different sources -Medicare and OAA/ Title III. The assessment team in CCSP appears to be able to offer service packages for long-term care in combinations that otherwise might have been difficult to access by this group of poor and frail older people.
The issue for future program evaluation would be to determine whether individuals who are prescribed low levels of home care services are perhaps benefiting from participation in the waiver program in other ways. For example, what exactly do nursing services provide on a once-a-month basis? Does the provision of this monthly monitoring service prevent more acute problems later? The lack of literature on examining outcomes in the context of services delivered remains a major gap in our knowledge of community-based care. More work is needed on developing an understanding of expected outcomes for the prescription of various services and service packages. Perhaps we can begin by having care planners indicate expected outcomes for each client at a given level of service. We need to move from simply looking at delay or prevention of nursing home placement to other benefits that may be accruing as a result of community-based care.
